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Abstract
Background: There are limited data on parental perception of infant participation in minimal risk and minor
increase above minimal risk research focusing on the NICU population. The study objective was to assess parental
and NICU staff perceptions concerning minimal risk and minor increase above minimal risk in the NICU setting.
Methods: Parents of infants and NICU staff were presented with a combination of 4 infant scenarios and 5
hypothetical research procedures. These assessed participants’ willingness to allow their infant to participate in
research and their attitude towards obligation to assist future children. Linear and hierarchal linear models analyzed
the association and interaction effects on the likelihood to consent to research procedures.
Results: Sixty parents and 30 NICU staff members were surveyed. Parents’ acceptability for each of the five research
procedures ranged from 31 % to 83 %. Parent gender, age, race/ethnicity, insurance, education and history of
previous child in the NICU were not associated with the likelihood to consent to the research procedures.
Acceptability for each of the five research procedures among NICU staff ranged from 19 % to 98 %. There were no
significant differences between NICU staff’s and parents’ responses for 4 of 5 research procedures. A minority of
parents and nurses (38.3 % and 40 % respectively), compared to a majority of physicians (66.7 %), agreed or
strongly agreed that parents have a responsibility to involve their children in low risk medical research in order to
help future children, even if this would not help their own child. Lower agreement with obligation to help future
children (p < 0.01) and higher education (p = 0.01) were associated with a decreased likelihood to consent to
research procedures.
Conclusion: In our study population, common NICU-related research procedures were considered appropriate and
acceptable to a diverse group of NICU parents representing a wide range of race/ethnic and socioeconomic strata.
Current regulations guiding informed consent for minimal and minor increase over minimal risk research in the
NICU environment appear ethically consistent with a diverse group of parents and providers.
Keywords: Infants, Research regulatory, Research ethics, Parental perceptions
Background
Neonates are considered a vulnerable research popu-
lation. As such, they receive special consideration and
protections under the US Code of Federal Regulations
(CFR) 45 CFR 46, Subparts A, B, D [1]. Therefore,
when conducting research in this patient population,
investigators have to ask themselves: What is safe and
appropriate for the infant? [2–15] Who makes the
decision for an infant to participate, and what goes
into that decision? [2, 4, 5, 11, 16–23] Additionally,
one also needs to consider the societal benefit of the
research in question. If medicine is restricted to only
performing research that has potential for direct
benefit (or no harm), the advancement of science may
be limited to some unknown degree and future in-
fants with similar conditions may receive harm be-
cause of the lack of scientific advance.
Unlike older children who can indicate their under-
standing of and willingness to participate in a research
study, parents are most often the primary surrogate
decision-makers for neonates. Surveys of parents of
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older infants and children assessing their willingness or
reluctance to allow their child to participate in research
yield similar themes: concerns of medical research and
research related risk; desire to advance generalizable
medical knowledge; and desire to advance knowledge spe-
cific to their own child’s disease [2, 4, 5, 14, 18, 24, 25].
These studies indicate that parental beliefs in the appro-
priateness of enrolling their children in minimal risk and
minor-increase-over-minimal-risk research with or with-
out direct benefit align with the federal regulations.
Common research procedures and general societal
benefit obligation focusing on the premature, late-
term, and term newborn infant in the Neonatal Inten-
sive Care Unit (NICU) population has received less
investigation [26–28].
Parents of infants in the NICU are not the only mem-
bers of the NICU community whose perspective should
be taken into consideration. NICU staff members spend
considerable periods of time, from days to months, with
infants that require NICU care. NICU staff ’s attitudes
toward research in the NICU have not been previously
assessed. This study aims to assess the parental and
NICU staff perspectives on research in the premature,
late-term and term newborn infant NICU population
and on the legitimacy of exposure to minimal risk or
minor-increase-above-minimal-risk exposure in the
NICU setting.
Methods
This study was conducted at a large tertiary care hospital
in Newark Delaware. Institutional Review Board
(Christiana Care Health System, Newark, DE, USA)
approval was obtained prior to initiating the study.
Informed consent was obtained from all participants
prior to enrollment in the study. It is also standard
policy at our institution that corporate Human Re-
sources (HR) must approve all research involving hos-
pital staff.
NICU parents were recruited from one of four
groups matching the clinical scenarios presented: (1)
Parent of infant with gestational age <31 weeks at
birth; (2) Parent of infant gestational age 34-36 weeks
at birth; (3) Parent of term infant in the NICU with
mild transient illness and expected length of stay
<7 days; and (4) Parent of healthy term neonate. A
convenience sample of 15 parents per group was
chosen. NICU parents were approached for participa-
tion when they presented to the NICU for a routine
visit during the study period. Parents in the Mother/
Baby Unit were approached for participation during
their hospitalization following delivery. This study was
limited to English-speaking parents who were at least
18 years of age. Enrollment continued until 15 par-
ents returned completed surveys in each group.
NICU nurses and physicians (attending neonatologist
and neonatology fellows) were recruited for enrollment.
Surveys were distributed to all 12 neonatologists and 12
neonatology fellows at our institution. A convenience
sample of nurses was approached for enrollment during
their regularly scheduled daytime shift. The first 15 phy-
sicians and 15 NICU staff nurses who returned com-
pleted surveys were included in the study.
Parents and clinicians were presented with a question-
naire containing four different infant scenarios each with
five hypothetical research procedures. The questionnaire
is a modification of the one developed by Sachdeva and
Morris that include parents of infants in the cardiac in-
tensive care unit [2]. In that study, parents were pre-
sented with 6 possible procedures. Of these, we retained
4 procedures. Two procedures were excluded since they
are not typical procedures in the NICU/newborn nursery
setting. Instead, a common NICU procedure was added.
Participants were asked: “would you give permission for
the following research procedure on your child if your
child was (one of four infant scenarios)”.
The four different infant scenarios were: (1) Early
Preterm ≤ 31 weeks gestation, (2) Late Preterm 34-36
weeks gestation, (3) Term: In NICU with transient
hypoglycemia, (4) Term: Healthy on Mother-Baby Unit.
The five research procedures were: (1) Drawing 1 extra
vial of blood for research purposes when other blood is
being obtained for clinical purposes (would not require
an extra blood draw); (2) drawing 1 extra vial of blood
for research purposes only (would require an extra blood
draw); (3) 2 echocardiograms (heart ultrasound)–these
are not associated with any pain, but occasionally some
infants can feel slight discomfort; (4) MRI brain without
sedation; and (5) MRI brain with sedation. These five
procedures remained constant in each scenario. Partici-
pants marked their hypothetical willingness to allow
their child to participate in these research procedures
depending on each infant scenario. The levels of willing-
ness were: (1) Definitely yes; (2) Probably yes; (3) Prob-
ably no; and (4) Definitely no. To control for bias
associated with question order, the scenarios were pre-
sented in random order. Research procedures were not
pre-assigned a specific degree of risk, since there is vari-
ability in the perception of risk between individuals [4].
Participants were also presented with an additional
question designed to assess their willingness to consent
on the basis of one’s obligation to benefit others. They
were asked to consider the statement: “Parents have a
responsibility to involve their children in low risk med-
ical research to help future children, even if it will not
help their own children”. Participants were asked to mark
their corresponding level of agreement: (1) Strongly
Agree, (2) Agree, (3) Neither Agree nor Disagree, (4)
Disagree, (5) Strongly Disagree. The questionnaire was
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reviewed by a group of clinicians (physicians and nurses)
and personnel with limited medical knowledge for content
and clarity.
Parents were also asked to complete a brief demo-
graphic survey about themselves, such as: age, gender,
race, ethnicity, highest education completed, number of
children, know a child in the NICU or with a chronic
medical condition, and type of insurance. Parents also
answered questions about their infant, such as: gesta-
tional age, birthweight, age (in days) and diagnosis. Cli-
nicians were asked to report their years of experience.
Due to concerns from HR about the ability to remain
de-identified, no other demographic information was
collected from the NICU staff.
Data were analyzed by parametric and non-parametric
as appropriate for the data characteristics. Chi-square
was used for unadjusted analysis of the Likert scales.
Linear and hierarchal linear models were used to analyze
the association and interaction effect of parental and in-
fant demographics, differences between parents and pro-
viders, and obligation belief on the likelihood to consent
to research procedures.
Results
A total of 115 parents were approached for enrollment.
Of these, 6 parents were discharged or transferred prior
to returning the survey; 9 never returned the survey; 8
returned partially completed surveys and were excluded;
and 1 parent declined participation. Parent and infant
demographics are presented in Table 1. There were no
significant differences between the parent groups with
respect to age, gender, race/ethnicity, insurance, and
education. A total of 44 clinicians were approached for
enrollment. The first 15 physician and the first 15 NICU
nurse surveys returned were included in the study. The
mean experience for clinicians was 10.1 ± 9.8 years.
Willingness to consent to a research procedure for
their child for the five research procedures stratified
by the four parent groups (based upon infant status)
and health provider is presented in Table 2. Parents’
willingness to allow their child to participate in a re-
search procedure ranged from 31 % to 83 % (Table 3).
There were no significant differences between the
parent groups when each research procedure was ana-
lyzed individually or grouped together as a whole
(‘any research’). There was no difference between par-
ental responses whose infant matched a scenario to
the non-matching scenario groups. Thus, responses
from all four-parent groups were combined for fur-
ther analysis.
Parent type (mother/father), parent age, race/ethnicity,
insurance, education, or having a prior history of a child
in the NICU, were not associated with the likelihood to
consent to any of the research procedures. There was a
statistically significant decreased willingness to partici-
pate in a research procedure with increased education.
There was a statistically significant increase in willing-
ness to participate in a research procedure with increas-
ing postnatal age. However, this explained only small
portion of the variability of the response around its
mean (adjusted r-square = 0.05; p ≤ 0.05). All of the par-
ents with older (>15d) postnatal age infants had infants
born at ≤ 31 weeks gestation.
Clinicians’ willingness to allow their infant to partici-
pate in a research procedure ranged from 19 % to 98 %
(Table 2). There were no significant differences between
the two clinician groups (nurses and physicians) for all
five research procedures. When compared with parents,
healthcare providers as a whole, were more likely to
agree to the echocardiograms (p = 0.003). There were no
significant differences between providers and parents for
the other four procedures.
Willingness to engage in research to benefit others
was measured by a five-point Likert scale (Table 4). A
minority of parents (38.3 %) and nurses (40 %), in
contrast to a majority of physicians (66.7 %), agreed
or strongly agreed that parents have a responsibility
to involve their children in low-risk medical research
in order to help future children, even if this would
not help their own child. However, this difference was
not statistically significant (p = 0.343). Lower agree-
ment with obligation beliefs (p < 0.01) and higher
education (p = 0.012) were associated with a decreased
likelihood to consent to any research procedure.
There was not a significant interaction between these
two variables (obligation score and parental educa-
tion) and the likelihood to consent.
Table 1 Parent and infant demographics
Parent demographics n (%)







Public insurance 19 (32)
Education
Enrolled or completed 4-yr college 28 (46)
Previous child in the NICU 10 (16)




Postnatal age at time parent enrollment, days
(mean ± SD; median and interquartile range)
19 ± 36; 4 (2–15)
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Discussion
In this study, we investigated whether parents would
likely consent for their infant to participate in research
and whether in their decision making process, they con-
sidered an obligation to help other children, even when
there would be no direct benefit to their own child. This
study is one of the first studies to focus on NICU paren-
tal acceptance of research procedures. Our sample of
parents included a wide range of infant conditions com-
monly seen in the NICU. A comparative group of par-
ents whose infants were not in the NICU as well as a
group of clinicians made up of neonatal physicians and
nurses were also surveyed.
Procedures queried in our study ranged from obtain-
ing extra blood during an already planned blood draw to
performing an MRI with and without sedation. These
are considered low-risk procedures in the NICU. Since
Table 2 Parent and health care provider likelihood to approve research procedure stratified by procedure and infant status








“Drawing 1 extra vial of blood for research
purposes when other blood is being
obtained for clinical purposes. (Would
not require an extra blood draw.)”
Parent by Infant Status NICU≤ 31 wks 50 22 15 13
NICU 34-36 wks 45 38 3 13
NICU Term with hypoglycemia 45 45 8 3
Well-Baby Nursery/Mother-Baby
Unit (37-42 weeks)
45 43 10 3
Healthcare Provider 66 32 2 0
“Drawing 1 extra vial of blood for research
purposes only. (Would require an extra
blood draw.)”
Parent by Infant Status NICU≤ 31 wks 12 32 37 20
NICU 34-36 wks 28 42 15 15
NICU Term with hypoglycemia 18 33 33 15
Well-Baby Nursery/Mother-Baby
Unit (37-42 weeks)
32 33 33 15
Healthcare Provider 22 41 28 10
“2 Echocardiograms (heart ultrasound).
These are not associated with any pain,
but occasionally some infants can feel
slight discomfort”
Parent by Infant Status NICU≤ 31 wks 33 55 12 5
NICU 34-36 wks 22 52 12 14
NICU Term with hypoglycemia 18 56 25 0
Well-Baby Nursery/Mother-Baby
Unit (37-42 weeks)
30 43 23 3
Healthcare Provider 50 48 2 0
“MRI brain without sedation” Parent by Infant Status NICU≤ 31 wks 20 40 20 20
NICU 34-36 wks 20 25 27 28
NICU Term with hypoglycemia 7 27 40 20
Well-Baby Nursery/Mother-Baby
Unit (37-42 weeks)
12 22 42 23
Healthcare Provider 28 38 24 11
“MRI brain with sedation” Parent by Infant Status NICU≤ 31 wks 15 38 27 30
NICU 34-36 wks 12 18 37 33
NICU Term with hypoglycemia 5 21 20 54
Well-Baby Nursery/Mother-Baby
Unit (37-42 weeks)
5 20 39 36
Healthcare Provider 3 16 48 33
Table 3 Parental definitely or likely to approve research
procedure
Research procedure Parents definitely or likely
to approve
Drawing 1 extra vial of blood for
research purposes when other blood
is being obtained for clinical purposes.
(Would not require an extra blood
draw.)
83 %
Drawing 1 extra vial of blood for
research purposes only. (Would
require an extra blood draw.)
58 %
2 Echocardiograms (heart ultrasound).
These are not associated with any
pain, but occasionally some infants
can feel slight discomfort
77 %
MRI brain without sedation 43 %
MRI brain with sedation 31 %
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there is variability in the perception of risk between indi-
viduals, we did not pre-assign a specific degree of risk to
the research procedures [4]. Although an individual
healthcare provider may have a strong internal opinion
of risk for a given procedure, there is no uniformity
across healthcare providers. For example, Shah found
there was high variability between IRB chairs concerning
the perception of risk [3]. In that study, only 18 % of
IRB chairs categorized a single blood draw as greater
than minimal risk. However, 48 % of IRB chairs catego-
rized an MRI without sedation as minimal risk, while
the remainder categorized is as greater than minimal
risk or remained undecided [3].
In this study, there was broad parental and clinician
acceptability with wide variability for the 5 presented re-
search procedures. In this study, there was consistency
across all parent groups. There was no evidence that
parental gender, age, race/ethnicity or insurance status
were associated with a willingness to consent to the re-
search procedures. Parents with a college education were
less likely to consent to research procedures.
The range of acceptability of research procedures
across the parent groups was similar to the attitudes
demonstrated by NICU healthcare providers in our
study sample. This is consistent with previously reported
range of acceptability in other healthcare providers [3].
Existence of parental diversity should support, not dis-
suade, from the ethical appropriateness of allowing
parents to make the final determination of infant partici-
pation in research. Healthcare providers and regulatory
entities should exercise caution when engaging in overly
paternalistic behaviors, less they infringe on the rights of
parents as the first proxy and supplement themselves in
that role without full justification based upon harm [29].
Excessive healthcare provider or institutional paternal-
istic behavior can improperly compromise parental au-
tonomy and individual and societal beneficence [29].
Minimal and minor-increase above minimal-risk research
are optional, “opt-in”, events. Healthcare providers and in-
stitutional regulatory entities are appropriate to prohibit
research that unequivocally poses excessive risks to the in-
fant compared to potential benefits (direct individual or
societal). Research that is minimal risk or minor-increase-
above-minimal-risk should be presented and discussed
with parents through an appropriate informed consent
process to permit the parent to decide. If 30 % of parents
are comfortable with a procedure and 70 % of parents are
not, limiting participation, when an “opt in” option can be
given is provider-institutional paternalism (“secondary pa-
ternalism”) that unnecessarily and improperly compro-
mises parental autonomy and choice, without providing
additional protection to family units (parent-infant).
Similar to the parental and provider attitudes towards
consent, there was variability in the strength in belief to-
wards one’s obligation to consent to help future children.
A feeling of obligation to help other children was associ-
ated with a willingness to consent to a research proced-
ure. Further research into NICU parental and provider
attitudes towards beneficence, societal justice and re-
search deserve exploration.
These results provide practical supportive evidence
that approving (or denying) research containing low-risk
procedures may be acceptable to a meaningful propor-
tion of NICU parents under conditions of informed
consent. Given the wide variability in acceptability of
different research procedures, informed consent gives
parents control and allows them to exercise their sta-
tus as the primary proxy decision-maker for their in-
fant. As the events created by the fallout from the
SUPPORT study demonstrate, there can be a misun-
derstanding of the risks of everyday clinical NICU
care practices that supersede research to clarify those
risks and benefits that are not fully understood by
parents, media or regulators [30–32].
The purpose of this study was to enact a practical
evaluation of whether the current commonly engaged
ethical construct for research is acceptable to actual par-
ents of NICU infants. A limitation of this study is its
hypothetical nature. It is unclear if parents would make
the same choices if presented with actual research stud-
ies rather than hypothetical scenarios. The study used a
convenience sample of parents and as such may be
biased by the selection of parents who presented to the
NICU. Although there was a wide range of race/ethni-
city and socioeconomic strata in the study group, bias
may exist. The study sample was limited to English
speaking parents only, though culturally inclusive of the
Hispanic population (32 % of study parents). The study
was not designed to specifically evaluate the interaction
of race/ethnicity, culture, parental-infant characteristics
and willingness to participate at an individual level, but
whether participating in medical research that includes
medical procedures that may carry minimal risk or
minor increase over minimal risk is potentially ac-
ceptable to a diverse group of NICU parents. The
study was also not designed to formulate a compre-
hensive list of procedures under specific conditions
Table 4 Agreement with responsibility to participate in research
to help future children
“Parents have a responsibility to involve their children in low risk








Parents 13.3 % 25.0 % 28.9 % 23.3 % 4.4 %
Nurses 13.3 % 26.7 % 20.0 % 33.3 % 6.7 %
Physicians 6.7 % 60.0 % 6.7 % 26.7 % 0.0 %
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nor focus differences between parents and various health
providers. A much larger sample size is needed to appreci-
ate these potential differences.
Conclusions
In our study population, there was variability in the ac-
ceptability of common NICU-related research proce-
dures to a diverse group of NICU parents representing a
wide range race/ethnic and socioeconomic strata. Regu-
lations guiding informed consent for individual parent-
determined approval/denial-of-participation in minimal
and minor increase over minimal risk research in the
NICU environment appear to be ethically consistent
with the attitudes of parents and NICU providers to-
wards common research procedures.
Ethics approval and consent to participate
This study was approved by the IRB of Christiana Care
Health System, Newark, DE, USA. Parental consent was
obtained. Institutional IRB Study ID#: DDD602708.
Consent for publication
Not applicable.
Availability of data and materials
This study involves clinical personal subject data. Informed
consent and IRB approval was obtained for public sharing
and presentation of the data in aggregate anonymous form
only. Please see manuscript and Tables 1, 2, 3 and 4 for
additional information.
Abbreviations
IRB: Institutional Review Board; MRI: Magnetic Resonance Imaging;
NICU: Neonatal Intensive Care Unit.
Competing interests
The authors have no conflicts of interest to disclose of a financial, academic
or other basis.
Authors’ contributions
CF: helped design the study tools, consented study subjects, performed the
data collection, helped perform the data analysis, helped draft the initial
manuscript, and approved the final manuscript as submitted. UG: helped
conceptualize the study design, helped design the study tools, reviewed and
revised the manuscript, and approved the final manuscript as submitted.
AM: helped conceptualize the study design, helped design the study tools,
assisted in the consent process and data collection, reviewed and revised
the manuscript, and approved the final manuscript as submitted. RL:
conceptualized the study design, participated in the data collection, helped
performed the data analysis, reviewed and revised the manuscript, and
approved the final manuscript as submitted. All authors approved the final





We thank the parents and staff of Christiana Care Health Systems for
participating in this research study.
Funding
This project was supported in part by the Delaware INBRE program, with a
grant from the National Institute of General Medical Sciences - NIGMS (8 P20
GM103446-13) from the National Institutes of Health.
Author details
1Columbia University, New York, NY, USA. 2Christiana Care Health System,
Division of Neonatology, 4745 Ogletown-Stanton Roads, MAP-1 Suite 217,
Newark, DE 19713, USA. 3Sidney Kimmel Medical College at Thomas
Jefferson University, Philadelphia, PA, USA.
Received: 27 September 2015 Accepted: 7 May 2016
References
1. (OHRP). Federal Policy for the Protection of Human Subjects (‘Common
Rule’). http://www.hhs.gov/ohrp/regulations-and-policy/regulations/45-cfr-
46/index.html. Accessed 7 May 2016.
2. Sachdeva T, Morris MC. Higher-hazard, no benefit research involving
children: parental perspectives. Pediatrics. 2013;132:e1302–9.
doi:10.1542/peds.2013-1700.
3. Shah S, Whittle A, Wilfond B, Gensler G, Wendler D. How do institutional
review boards apply the federal risk and benefit standards for pediatric
research? JAMA. 2004;291(4):476–82. doi:10.1001/jama.291.4.476.
4. Wendler D, Abdoler E, Wiener L, Grady C. Views of Adolescents and Parents
on Pediatric Research Without the Potential for Clinical Benefit. Pediatrics.
2012;130:692–9. doi:10.1542/peds.2012-0068.
5. Wendler D, Jenkins T. Children’s and their parents’ views on facing research
risks for the benefit of others. Arch Pediatr Adolesc Med. 2008;162:9–14.
doi:10.1001/archpediatrics.2007.3.
6. Wendler D, Varma S. Minimal risk in pediatric research. J Pediatr. 2006;149:
855–61. doi:10.1016/j.jpeds.2006.08.064.
7. Weijer C, Miller PB. Refuting the net risks test: a response to Wendler and
Miller’s “Assessing research risks systematically”. J Med Ethics.
2007;33:487–90. doi:10.1136/jme.2006.016444.
8. Hirshon JM, Krugman SD, Witting MD, et al. Variability in institutional review
board assessment of minimal-risk research. Acad Emerg Med.
2002;9:1417–20. doi:10.1197/aemj.9.12.1417.
9. Nelson RM. Minimal Risk. Yet Again. J Pediatr. 2007;150(June):570–2. doi:10.
1016/j.jpeds.2007.03.040.
10. Resnik DB. Eliminating the daily life risks standard from the definition of
minimal risk. J Med Ethics. 2005;31:35–8. doi:10.1136/jme.2004.010470.
11. Varma S, Jenkins T, Wendler D. How do children and parents make
decisions about pediatric clinical research? J Pediatr Hematol.
2008;30:823–8. doi:10.1097/MPH.0b013e318180bc0d.
12. Westra AE, Wit JM, Sukhai RN, De Beaufort ID. How best to define the
concept of minimal risk. J Pediatr. 2011;159:496–500. doi:10.1016/j.jpeds.
2011.05.034.
13. Wendler D. A New Justification for Pediatric Research Without the
Potential for Clinical Benefit. Am J Bioeth. 2012;12(March):23–31.
doi:10.1080/15265161.2011.634482.
14. Westra AE, Sukhai RN, Wit JM, de Beaufort ID, Cohen AF. Acceptable risks
and burdens for children in research without direct benefit: a systematic
analysis of the decisions made by the Dutch Central Committee. J Med
Ethics. 2010;36:420–4. doi:10.1136/jme.2010.035550.
15. Binik A, Weijer C. Why the debate over minimal risk needs to be reconsidered.
J Med Philos (United Kingdom). 2014;39:387–405. doi:10.1093/jmp/jhu020.
16. Tait AR, Zikmund-Fisher BJ, Fagerlin A, Voepel-Lewis T. Effect of various risk/
benefit trade-offs on parents’ understanding of a pediatric research study.
Pediatrics. 2010;125:e1475–82. doi:10.1542/peds.2009-1796.
17. Tait AR, Voepel-Lewis T, Malviya S. Factors that influence parents’
assessments of the risks and benefits of research involving their children.
Pediatrics. 2004;113:727–32. doi:10.1542/peds.113.4.727.
18. Brody JL, Annett RD, Scherer DG, Perryman ML, Cofrin KMW. Comparisons
of adolescent and parent willingness to participate in minimal and
above-minimal risk pediatric asthma research protocols. J Adolesc Heal.
2005;37:229–35. doi:10.1016/j.jadohealth.2004.09.026.
19. Ballard HO, Shook LA, Desai NS, Anand KJS. Neonatal research and the
validity of informed consent obtained in the perinatal period. J Perinatol.
2004;24:409–15. doi:10.1038/sj.jp.7211142.
Freibott et al. BMC Pediatrics  (2016) 16:63 Page 6 of 7
20. Caldwell PHY, Dans L, de Vries MC, et al. Standard 1: Consent and
Recruitment. Pediatrics. 2012;129:S118–23. doi:10.1542/peds.2012-0055D.
21. Cameron MA, Marsillio LE, Cushman LF, Morris MC. Parents’ perspectives on
the consent approach for minimal- risk research involving children. IRB
Ethics Hum Res. 2011;33:6–13.
22. Fisher HR, McKevitt C, Boaz A. Why do parents enrol their children in
research: a narrative synthesis. J Med Ethics. 2011;37:544–51.
doi:10.1136/jme.2010.040220.
23. Fogas BS, Oesterheld JR, Shader RI. A retrospective study of children’s
perceptions of participation as clinical research subjects in a minimal risk
study. J Dev Behav Pediatr. 2001;22:211–6.
24. Wendler D, Belsky L, Thompson KM, Emanuel EJ. Quantifying the
federal minimal risk standard: implications for pediatric research without
a prospect of direct benefit. JAMA. 2005;294:826–32. doi:10.1016/S8756-
5005(08)70375-5.
25. Morris MC. Pediatric Participation in Non-Therapeutic Research. J Law, Med
Ethics. 2012;40:665–72. doi:10.1111/j.1748-720X.2012.00697.x.
26. Singhal N, Oberle K, Burgess E, Huber-Okrainec J. Parents’ perceptions of
research with newborns. J Perinatol. 2002;22(1):57–63. doi:10.1038/sj/jp/
7210608.
27. Hoehn KS, Nathan A, White LE, et al. Parental perception of time and
decision-making in neonatal research. J Perinatol. 2009;29(7):508–11.
doi:10.1038/jp.2009.5.
28. Ward FR. Chaos, vulnerability and control: parental beliefs about neonatal
clinical trials. J Perinatol. 2009;29(2):156–62. doi:10.1038/jp.2008.139.
29. Miller RB. Children, Ethics and Modern Medicine. Indiana University Press;
2003.
30. Lantos JD, Feudtner C. SUPPORT and the Ethics of Study Implementation:
Lessons for Comparative Effectiveness Research from the Trial of Oxygen
Therapy for Premature Babies. Hastings Cent Rep. 2015;45(1):30–40.
doi:10.1002/hast.407.
31. Drazen JM, Solomon CG, Morrissey S, Greene MF. Support for SUPPORT.
N Engl J Med. 2015;373(15):1469–70. doi:10.1056/NEJMe1511158.
32. Drazen JM, Solomon CG, Greene MF. Informed Consent and SUPPORT.
N Engl J Med. 2013;368(20):1929–31. doi:10.1056/NEJMe1304996.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Freibott et al. BMC Pediatrics  (2016) 16:63 Page 7 of 7
